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Citation Condition or Requirement

the Act 2. The following monthly amounts for personal needs are
deducted from total monthly income in the application
of an institutionalized individual’s or couple’s
income to the cost of institutionalized care:
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Personal Needs Allowance (PNA) of not less than $30
For Individuals and $60 For Couples For All
Institutionalized Persons.

a. Aged, blind, disabled:
Individuals $__ 50
Couples  $__100 ($50 each)

For the following persons with greater need:
(See Supplement 12)

Supplement 12 to Attachment 2.6-A describes the

greater need; describes the basis or formula for
determining the deductible amount when a specific

amount is not listed above: lists the criteria to

be met; and, where appropriate, identifies the
organizational unit which determines that a criterion is met.

b. AFDC related:
Children $__50
Adults $ 50

For the following persons with greater need:
(See Supplement 12)

Supplement 12 to Attachment 2.6-A describes the
greater need; describes the basis or formula for
determining the deductible amount when a specific
amount is not listed above; lists the criteria to be met;
and, where appropriate, identifies the organizational
unit which determines that a criterion is met.

c. Individual under age 21 covered in the plan as
specified in Item B. 7. of Attachment 2.2 -A.
$_50
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